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To summarize, for a variety of reasons our
present services are not adequate in most places
in either quantity or quality, and both these
aspects need development. It is to this end that
the Department is working jointly with the
professional groups and individuals concerned.
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Aspects ofNonsurgical Care

If man cannot communicate adequately, far-
reaching effects occur. These are severe when the
deficiency is one of sensorineural deafness. This
paper will review the facilities which exist for
rehabilitation, the actual methods of rehabilita-
tion will be discussed, comparison will be made
with the excellent facilities which exist in Den-
mark, and suggestions for improving the services
in the United Kingdom will be made.

Facilities
Rehabilitation begins in the hearing assessment
clinic. Adequate audiometric investigation is
essential in selection of a suitable hearing aid and
generally the wider the choice of aids the wider
must be the range of tests performed. Measure-
ment of recruitment, of discrimination loss and of
the loudness discomfort level are important.
Rehabilitation continues in the hearing aid
department, which in most NHS clinics is heavily
overloaded. About 65 000 hearing aids are fitted
annually in this country by about 250 technicians
(who are also responsible for most of the audi-
ometry). Accordingly, only the most basic instruc-
tion can be provided. It is rarely possible to
provide formal auditory training and it is therefore
all the more important to inform patients about
local hard-of-hearing clubs, lip reading classes
and the Royal National Institute of the Deaf.
Patients, however, easily forget what they are
told and therefore posters on the wall of the
waiting room and pamphlets to take home can
be valuable.

Other rehabilitation facilities are available
through the local education authority, Social
Services Department, and the Department of

Employment. It is important to remember the
existence of these bodies and to use their services
when appropriate.

In addition to these usual facilities Oxford
patients are fortunate in having.the New Centre.
It is financed from various grants and fund-
raising activities to provide accommodation for
the social workers as well as active educational
and social programmes arranged by the various
hard-of-hearing and deaf organizations. It is not
at present possible to offer facilities such as those
provided by the Link Centre at Eastbourne,
where intensive rehabilitation courses are pro-
vided for people with sudden severe hearing loss.
The residential courses at Eastbourne are available
to patients from any part of the country, part
or the entire cost of the course being generally
met by the Social Services of the patient's home
town.

Methods ofRehabilitation
Hearing aids: Comparison with Danish statistics
suggests that hearing aids in this country are
fitted in insufficient numbers and one must
presume that our patients are not being adequately
identified or are unwilling to be seen wearing
a hearing aid. Danish statistics are also of
interest concerning the type of aid fitted and one
hopes that in the near future a greater proportion
of ear-level aids will be fitted in this country.
Reconstruction of the normal hearing field not
only requires provision ofan ear-level instrument,
but a bilateral fitting in patients with bilateral
hearing loss; 36% of Danish patients are fitted
binaurally and experimental work has shown
that this gives a 6% speech discrimination
advantage from central summation. It is well
recognized that the problems are always greater
in the elderly patient, who has decreased learning
ability, decreased analytical powers, and de-
creased adaptability to miniaturized electrical
gadgets.

Auditory training: Regrettably this is provided on
a minimum basis in this country for adults.
Basically, the methods are the same as in children
except that one has the great advantage that most
adults have already acquired very advanced
auditory and discriminatory skills, even though
retraining is necessary. In Denmark auditory
training is provided routinely to all patients who
are given a hearing aid, the arrangements also
including a special residential rehabilitation
centre for cases of greatest difficulty. There is a
very high staff/patient ratio. In addition self-
teaching equipment of language laboratory type
is available for further auditory training and lip
reading purposes.
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Even routine follow-up is very neglected in this
country, but attention must be drawn to the
arrangements at Weston-super-Mare, which have
been described by Clark (1972), whereby health
visitors with simple training do important work;
their services are particularly useful for elderly
patients.

Aids other than hearing aids: Various devices are
available to patients and are described in the
booklet issued by the Royal National Institute
for the Deaf (1974): thus, for the telephone the
patient can obtain an amplifying hand receiver,
an extra ear-piece or a loudspeaker.

Induction loop systems should be installed far
more frequently in homes and public buildings
as is the case in Denmark. They are not expensive
and in the home give much better listening condi-
tions for TV for the whole family, whilst it is
simple to connect in devices such as doorbells
and baby alarms.

Ideally, one would like to see a permanent
exhibition in each hearing assessment clinic,
where patients could try out devices such as
induction loops, door bells, gongs, buzzers,
flashing lights, baby alarms and waking devices.
This is the situation in most of the Danish hearing
centres.

Rehabilitation and employment: Substantial bene-
fits are possible by registration under the Disabled
Persons' Employment Acts, and the Disablement
Resettlement Officer at the local Employment
Exchange can often provide valuable advice. There
are nearly 100 training units of various kinds in
this country, many of which are suitable for
hearing-impaired patients. Of the residential
colleges, the one at Durham is especially suitable
for the severely deaf with or without speech: the
RNID has its own residential centre at Newton
Abbot for maladjusted deaf youths.

Lip reading: This is helpful for any patient with
hearing impairment. Moreover, any patient who
needs a hearing aid can be further helped by lip
reading instruction. Lip reading is particularly
important for those patients with a progressive
lesion and it is essential in such cases that instruc-
tion should be started whilst hearing is still at a
useful level.

Speech therapy: A patient with an acquired
sensorineural deafness can readily develop ab-
normal speech habits. The role of the therapist
is to teach the patient to retain the normal skills
which he already possesses and to provide him
with substitute channels for controlling his speech
efforts in the absence of an ear capable of provid-
ing adequate feed-back. Even for patients in

whom formal speech therapy is not required,
such as the elderly, 'clear speech' classes can be
useful in teaching the patient to produce speech
at an acceptable level of loudness. If a progressive
hearing loss has been diagnosed it is wise to look
to the future, as in the case of lip reading, and
begin a programme of speech conservation early
whilst it is still possible for the patient to under-
stand the teacher's instructions.

Welfare work: The profoundly deaf obtain
valuable support from adequate welfare services.
It is essential that deaf welfare officers should be
able to communicate manually because inter-
pretation takes up much of their time. This work
is time-consuming and includes such important
jobs as Court work, medical consultations,
employment problems and business matters.

Welfare work for the hard-of-hearing is
generally less readily available. Accordingly,
prospects can sometimes be bleak for an adult
patient who becomes hard of hearing without
actually becoming profoundly deaf, and who
needs a change of employment or other help in
adjusting to his handicap. Nevertheless, the
welfare services in this country seem to be some-
what better organized than in Denmark.

Psychological and pastoral care: Finally, in

rehabilitation, psychological and psychiatric
support are occasionally needed. Maladjustment,
frustration and withdrawal can present difficult
problems whatever the age of the patient.

Recommendations
A recent questionnaire produced a wide variety
of suggestions and comments by patients. Many
patients felt that the range of NHS aids was
limited. They felt they would be better with a
commercial aid and rather than a National Health
Service instrument would prefer a grant towards a
privately purchased aid. Many patients expressed
a wish for more expert and unbiased advice about
commercial aids. Demonstrations of various
other electrical devices would be welcome: a
permanent exhibition of such equipment was
requested where various items could be tried out
and where precise advice could be obtained.
More loop systems in public buildings were
requested, as well as more telephone boxes
fitted with amplified receivers. Patients felt more
advice was needed on loop systems for the home;
many asked for more lip reading facilities, and
better support was repeatedly requested for those
patients unable to use an aid of any kind. More
visual indicators were wanted at railway stations
for arrivals and departures, it was thought that
many other loudspeaker broadcasting systems
should be supported by visual methods. Nearly
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all patients asked for greater facilities for im-
proving their communication skills; in other
words, they were asking for auditory training.
Many also requested improvement in vocational
education and in training facilities for technical
skills.
Most otologists would agree with these com-

ments and support these suggestions. As far as
organization is concerned my own wish would be
to see something akin to the Danish system. For
a population of five million that country has
three State hearing centres and 14 major hearing
clinics. These have been described as 'hearing
supermarkets'. The total staff of about 30
generally includes two or three doctors, six audio-
metricians, four teachers of the deaf as well as
adequate administrative and secretarial back-up,
equipment technicians and research staff. The
approximate cost for the rehabilitation of an
adult patient is 50 pence per year per head of
population. This includes a binaural hearing aid
fitting and the necessary auditory training. The
approximate cost per patient is £100; this is the
equivalent of a short stay in hospital, and it is
for a treatment which is likely to last at least five
years. The cost compares very favourably with
that of treating a patient with a conductive type
hearing loss and the result is as good as many
tympanoplasty results.

Regrettably, it is not yet possible to provide
such a level of service in the United Kingdom.
Meantime it is submitted that: (1) Existing re-
sources could be better utilized by closer co-
ordination between NHS departments, local
authorities, social services and the Department
of Employment, though it needs someone to help
interlock these services. (2) Provision of hearing
therapists to give formal classes of instruction
and to disseminate information should be pro-
moted. Even one hearing therapist -for adult
patients for each hearing aid clinic would change
the present situation out of all recognition. (3)
Greater use should be made of schemes such as
those obtaining in Weston-super-Mare. (4)
Provision of even one consultant session per week
to organize and supervise the various facets of
care just mentioned would not be outrageously
expensive and should be encouraged.
Improvement is unlikely to occur until a

definite time can be set aside, separate from
consultants' other commitments; until these
things become possible slight comfort may be
found in the fact that in the field of rehabilitation
of the deaf patient Denmark regards Sweden,
followed by the UK, as its closest competitors.
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Problems of Rehabilitation
ofthe Deafened Adult

In planning the rehabilitation of the deafened
adult, the individual patient's disability must
first be assessed. Deafness is a disease which
brings psychological, intellectual and practical
difficulties to the sufferer. The severity of the
handicap, while depending on the degree of loss,
cause and associated symptoms, will also be
modified by the personality of the patient and the
environment in which he lives and works. The
aim of treatment must initially be to help him
come to terms with the handicap and to develop
skills which will alleviate the adverse results of
deafness so that he can continue to function
within his social and occupational competency.

Psychologically an acquired hearing loss brings
an inevitable deterioration in the individual's
security and self-esteem. He loses touch with his
environment from which, as a normally hearing
person, he gained much information. Those
sounds within his hearing ability he can no longer
locate. His relationship with his fellow human
being is affected by his difficulties in under-
standing the spoken word and his constant
request for repetition. He misses the-'aside' which
is so much a part of the intimate relationship of
husband and wife, parent and child, friend and
friend.
He can no longer catch the double bind and

above all his problems are often noticed by out-
siders long before the patient realizes his hearing
is below par.
The totally deafened person will often feel

quite disorientated, unable to hear his own foot-
steps, voice of breathing. The dangers of missing
warning sounds are apparent. Where hearing is
an essential for the continuation of a job, a
deafened person may have to take up an alterna-
tive occupation and this is likely to be of an
inferior nature to that held previously; this may
well produce a sense of failure.
The constant absence of background informa-

tion as received through the ear will in time
result in the elderly cutting himself off from the
world, and many older people are diagnosed
as senile if their hearing loss is not appreciated.
The slowing down of mental processes can affect
the deafened person's ability to interpret a
doubtful auditory message, and this will give the
impression of senility.

Associated disabilities are common with deaf-
ness. Patients with vertigo often develop a fear
of leaving the house and may therefore be even


